challenge, suggesting that both Type 1 and 3 hypersensitivity may be involved. Avoidance of hay and straw dust by changing stable management results in a good response in cases of COPD. Keeping the patient at grass is a satisfactory alternative, as few cases show pollen allergies.
Bronchodilators, such as j32-adrenergic agonists (e.g. clenbuterol), reduce the work of breathing in clinical cases to near a normal level (a 4 to 5-fold decrease), but do not affect the inflammatory infiltration, so a dust free regime remains preferable. The use of long term corticosteroid therapy carries the risk of laminitis in horses. Sodium cromoglycate by inhalation has a protective effect if used before challenge.
Respiratory tract immunology in the horse was described by Dr T S Mair (School of Veterinary Science, University of Bristol). The horse possesses organized submucosal nodules of lymphocytes in the upper respiratory tract, analogous to human tonsillar tissue. Nodules in the lower respiratory tract occur mainly at the division of airways. Antigen challenge results in enlargement of nodules. Sampling of antigen occurs by T-helper lymphocytes in nodules via the modified overlying epithelium. Sensitized lymphocytes migrate to lymph nodes and lead to the proliferation of effector lymphocytes which migrate back to the submucosa. The effector B lymphocytes secrete antibody, which is transported into the airway lumen; IgA predominates in the upper and IgG in the lower respiratory tract. Macrophages assist the immune response by presenting antigen to T helper lymphocytes and by secretion of mediators, which influence lymphocytic proliferation.
The predominant inflammatory cell in COPD is the neutrophil, which has a peak response 6-8 h after antigen challenge, coinciding with maximum airway hyper-reactivity. The neutrophil response may be to areas of complement activation in a Type 3 hypersensitivity reaction. Hypersensitization resulting in sufficient mucosal antibody to inactivate inhaled antigen before an allergic response is initiated is unlikely to be successful due to the multiple antigens involved. The recent performance of Rigoletto for the Royal Society of Medicine gave great enjoyment to and was of particular interest for all those present. The Otology Fellows were unanimously impressed by the resonance of the maxillary antra of all the main characters. The part of Rigoletto himself was excellently portrayed by a young baritone struggling against the disability of spinal ankylosis and spondylitis which, at first sight, caused concern to the Orthopaedic Section who feared that the cervical and thoracic deformity would impair the performance. Luckily, his acting technique enabled the audience to overlook the obvious in the true operatic tradition of suspending disbelief. Emotion overtook reason, and by the time that Rigoletto, in Act II, sang of his love for his daughter, there was scarcely a dry eye in the house, particularly among the Psychiatrists. And the daughter! Gilda, an apparent lure to en courage the attendance ofthe Clinical Immunologists, appeared to be, by innuendo, a case of immunodeficiency, tenderly protected from opportunistic infections by her father. She discovers, in a touching duet, that she acquired this from her mother. Alas, she meets the promiscuous Duke, and in the unforgettable farewell scene, where she repeats the word 'Addio' continuously to him, and he sympathetically replies, we realize that dementia has set in, luckily without the same aggressive tendencies (yet!) as seen in Lucia di Lammermoor, or even Tosca. In her aria 'Caro Nome' Gilda struggles to remember her lover's name, but her perception is too limited to realize that he is the Duke. The chorus, for the benefit of the Epidemiologists, become affected by mass hysteria expressed as the desire to be rid ofthe Duke. They capture Gilda whose affliction is spread to the Duke, much to the horror of her father. The Gynaecologists are called in as he sings of the Curse 'II maledetto'.
In the end, it is apparent that the part of the opera specially written by Verdi to attract the attention of the Odontologists, has failed. The Duke's halitosis problems continue to repel his new love, Maddalena. An alternative version, in which acne is mentioned, was not used, which probably accounted for the minimal representation of Fellows of the Section of Dermatology, very few of whom were spotted at the performance. The Duke's oculomotor system is shown deteriorating in the aria 'La Donna e Mobile', wherein the Ophthalmic Section were heard to applaud for encores as it became obvious that the Duke was unable to focus on the new object of his affections. In order to maintain a more even level of medical interest, an emergency tracheostomy is performed on stage by the local laryngologist, Sparafucile, a Member ofthe Society of Mediaeval Assassins (Fellow Historians were delighted by the realism).
An interesting twist to the plot is the final scene where Rigoletto is seen filing a medico-legal suit, whereupon members of the Medical Defence Union struck the only jarring note ofthe evening by leaving early. The matter will be discussed at an interdisciplinary cultural meeting to be chaired by the secretary of the Forensic Section. L Goldman Royal Opera House and English National Opera area of London WC2
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